As this large and extensively ulcerated lesion was symptomatic, laparoscopic right hemicolectomy was performed. Pathological gross examination showed an ulcerated mass with a broad base, measuring 40 × 30 mm. The A 78-year-old female was referred to a gastroenterology appointment due to recurrent lower abdominal pain, anorexia, and significant ( ∼ 10%) weight loss over the last 3 months. Abdominal computed tomography (CT) showed a 4-cm hypodense lobulated lesion, with an eccentric solid component, in the ascending colon ( Fig. 1 ) . In colonoscopy, a large broad-based ulcerated mass, with necrotic and fatty tissue exposed in the ulcerated area, was documented in the ascending colon ( Fig. 2 a, b) . First, this lesion was misinterpreted as an ulcerated and necrotic colonic adenocarcinoma, but biopsies were negative for malignancy. Colonoscopy was repeated and the hypothesis of a large ulcerated colonic lipoma was considered.
A 78-year-old female was referred to a gastroenterology appointment due to recurrent lower abdominal pain, anorexia, and significant ( ∼ 10%) weight loss over the last 3 months. Abdominal computed tomography (CT) showed a 4-cm hypodense lobulated lesion, with an eccentric solid component, in the ascending colon ( Fig. 1 ) . In colonoscopy, a large broad-based ulcerated mass, with necrotic and fatty tissue exposed in the ulcerated area, was documented in the ascending colon ( Fig. 2 a, b) . First, this lesion was misinterpreted as an ulcerated and necrotic colonic adenocarcinoma, but biopsies were negative for malignancy. Colonoscopy was repeated and the hypothesis of a large ulcerated colonic lipoma was considered. ulcerated surface was covered with fatty and gray necrotic material. Cut sections showed that the lesion was within the submucosa. Histopathologic examination revealed that the mass was composed of mature adipose tissue covered by ulcerated and chronic inflamed mucosa ( Fig. 3 a,  b ). Resected lymph nodes had only reactive changes. Postoperative outcome was uneventful and the patient has been asymptomatic since then.
Colonic lipomas are the most common nonepithelial tumors of the colon (mesenchymal origin) and rank third in frequency among benign colonic tumors, after hyperplastic and adenomatous polyps [1] . Most of these tumors are asymptomatic and usually detected incidentally during imaging studies or colonoscopy [2] . Large lipomas can become symptomatic and may mimic clinical features and endoscopic appearance of colonic carcinoma [1] [2] [3] [4] . When lipomas are >2 cm, they may present with abdominal pain, bleeding and/or bowel obstruction, either intermittent or complete, secondary to intussusception or to direct luminal obstruction by the enlarging mass [1, 2] . CT may demonstrate a well-circumscribed intraluminal mass with low attenuation consistent with soft (fatty) tissue, and it is particularly useful for identifying large colonic lipomas [2] . However, the diagnostic value of CT is limited, particularly in small lipomas [4] . Surrounding soft tissue or stool may create an artificial increase in CT density values, which can also limit its accuracy [3] . Magnetic resonance imaging may be particularly useful in the detection of these lesions, as the signal intensity is characteristic of adipose tissue on T1-weighted and fat-suppressing images [1] . Colonoscopy is generally reliable for the diagnosis of colonic lipoma. A number of endoscopic features suggestive of colonic lipomas have been described, including the "cushion/pillow sign" (indentation on gentle pressure with the tip of a biopsy forceps), the "tenting sign" (elevation of the overlying mucosa when grasped by the forceps), and the "naked fat sign" (extrusion of fat at a biopsy site) [3] . The mucosa overlying colonic lipomas is usually normal, but, in rare cases, colonoscopy may reveal ulceration, a finding that may lead to a wrong diagnosis of adenocarcinoma [1, 2] . Asymptomatic lipomas of the large bowel probably do not need treatment, because malignant transformation has not been reported [3] . Therapy should be reserved for symptomatic lesions or for cases where exclusion of adenocarcinoma cannot be assured [3] . Colonoscopy documented a large broad-based ulcerated mass, with necrotic and fatty tissue exposed in the ulcerated area, in the ascending colon.
